1 at the same operation and in 1 as a second stage. The position chosen was 20-degree flexion, neutral rotation and slight adduction, the last named being most important to avoid post-operative genu valgum.
Finally we consider that there are three operations from which to choose: (1) Osteotomy with nail plate, (2) cervico-capital prosthesis, preferably all metal, (3) arthrodesis.
Theoretically osteotomy is the best when the femoral head is alive; when it is necrotic a prosthesis should be used in old patients and, in the young, arthrodesis.
How can we determine whether the femoral head is alive? X-ray appearances can be misleading. Necrosis is probably present when redisplacement occurs after a correctly nailed or screwed fracture; it is certainly present when the line of pseudarthrosis (non-union) is proximal to the original fracture line. The femoral head may be alive when the non-union is due to nonreduction or insufficient fixation of the fracture.
Investigation by radio-isotopes, as described by Tucker (1950), Boyd and others, is still in the experimental state. Hulth (1958) has shown the possibility of demonstrating the vascularity of the femoral head by phlebography. We are investigating this method but have had too few cases to come to any conclusion.
As it is impossible to be sure whether a femoral head is alive in an ununited fracture, we carry out the following procedures: If late complications due to necrosis of the femoral head should occur after an osteotomy an arthrodesis or insertion of a prosthesis can always be carried out.
Meeting December 1, 1959 The Problem of Byron's Lameness By DENIS BROWNE, F.R.C.S. London BYRON, quite apart from his poetry, was an important figure in the history of thought. It is significant that Bertrand Russell, in his History of Western Philosophy, devotes a whole chapter to the influence of his conception of man engaged in a tragic and romantic war against the Universe.
One of the main causes of this attitude was his bitter resentment of the fate that, in spite of all his brains and beauty, made him a cripple. It is difficult for anyone interested in the various forms of crippling not to be fascinated by the problem of what caused Byron's lameness; that question on which so much ink has been spilt, so many inaccurate statements confidently made, and a considerable number of lies told.
An analysis of all the evidence would do little beyond quite unnecessarily establishing the unreliability of the human mind; but there are certain undeniable facts. The trouble was con-fined to the right leg; the balance of evidence is overwhelmingly in favour of this. It was a congenital deformity, and at the birth the great John Hunter was called in to make, as one might expect, a sensible remark-about the only one to be found on the subject: "It will do very well in time." It did do well, to the extent of carrying Byron through a career full of physical as well as mental accomplishment.
These facts dispose completely of the suggestion that Byron was spastic, a surprisingly popular notion: spasticity is not a deformity, and slight degrees are never, even now, diagnosed at birth.
Then there is the definite statement, backed up by a woodcut in the Lancet, made by a contemporary surgeon, Sheldrake (1827-28) , that Byron had an ordinary club-foot. Apart from the fact that this alleged picture of a cast of Byron's foot shows the left one (Cameron, 1923), Sheldrake's complete lack of trustworthiness, obvious enough to anyone who reads his self-advertising wordy articles, is shown by the existence of real casts of that deformity, though they are casts in leather, not plaster. They consist of two devices worn by Byron as he was approaching manhood: they are in the possession of Sir John Murray, the descendant of Byron's original publisher of the same name, and by his courtesy I have been allowed to have them photographed. This has been done before, but not in such a way as to bring out their true nature.
It is important to realize that none of the treatment, painful and embarrassing though it was, that Byron suffered as a boy could have had the slightest influence on his deformity. In early youth he underwent a version of that wellknown aid to Scottish justice, the torture of the boot; and later on indignant practitioners complained that their walking splints had been thrown into ponds or were flapping loose in the breeze; we can all sympathize with them. But those who have struggled with congenital deformities of the feet will realize that none of this could have altered in any way their stubborn tendency to resume their original form (Little, 1928) .
Consequently to elucidate the problem what we have to do is to find patients of the present day wearing similar devices, devices that do not aim at correcting a deformity but at disguising it. What had to be disguised was a grotesquely thin calf and a small foot, a failure of the region to form properly; a dysplasia and not a moulding deformity such as a club-foot. The present failure of my colleagues to recognize that feet can be moulded before birth as well as after-wards (in the case of Chinese foot-binding) rather complicates my exposition, but I have said enough on that subject elsewhere.
The calf of the legging illustrated in Figs. 1 and 2 has thick padding which would give the effect of a normal calf inside the long trousers from which Byron refused to be parted in public, apparently even when swimming. The inner boot that surrounds the foot would fill up the lasts that are still in existence, and so make the two feet look alike in ordinary use.
The foot itself is not in the least like a club foot, so called because if untreated it contracts and turns upside down into a rounded club-like lump; it is a long narrow foot in slight metatarsal varus, that is, with a bend inwards towards the middle of its length (Figs. 3 and 4) . dysplasic kind are always stiff, so there would be a lack of ankle movement, which would account for the sliding gait described by one of the few accurate observers.
Figs. 5 and 6 demonstrate a similar case illustrating the strange fact that these dysplasias of the limbs tend to occur in children who, apart from them, are above the average physically and mentally.
If I amn right about this problem one important point is established that may make Byron rest easier in his grave; no form of treatment known now or likely to be invented in the future could have made any real improvement to his violently resented deformity.
Some Thoughts on the Antibiotic Thcrapy of Orthopedic Tuberculosis [Summary]
By H. R. W. LUNT, M.Ch.Orthop. Derby (1) 100 cases of bone tuberculosis treated by antibiotic therapy with or without surgical debridement were reviewed.
(2) The importance of a bactericidal combination and concentration of antibiotic in the serum was stressed and the improved clinical response to high dosage indicated.
(3) 20 mg/kg of body weight of both Dimycin and isoniazid was advocated as necessary to achieve a bactericidal serum level, with 100 mg/kg of body weight of PAS essential to inhibit in-activation of isoniazid in the patient who acetylates I.N.H. rapidly.
(4) Reference to the work of Mackaness and Smith (1952, 1953) and to that of Middlebrook et al. (1959) confirmed the need for this level of medication.
